Appropriate studies were performed on both groups to assess the incidence of biochemical rickets.
In 1980 the Department of Health and Social Security working party on the fortification of food with vitamin D concluded that adolescent Asians in Britain remained at risk of developing rickets.' Consideration of vitamin D supplementation was one of the recommendations made to prevent the problem. The presentation of an Asian girl with rickets two years after this publication prompted us to examine the vitamin D status of our local Asian children who had not received vitamin D supplements. A control hospital group had previously been studied to establish a reference range for plasma 25-hydroxyvitamin D throughout the year. Appropriate studies were performed on both groups to assess the incidence of biochemical rickets.
Subjects
Asian group. Asian children in the Edinburgh area were identified by school medical officers from class rolls expected to contain 5, 11, and 14 year olds. After initial discussion with the Asian community liaison officer, parents were written to with an explanation of the aims of the survey.
A total of 159 children were identified and although the initial response rate was 70%, 66 children (41.5%) were finally sampled. For and puberty, during pregnancy and lactation, and when elderly. It concluded that fortifying foods with vitamin D would lead to some people ingesting unacceptably high amounts of the vitamin, but recommended that health authorities should consider the provision of free vitamin D supplements to high risk Asian adolescents. Two years after publication subclinical rickets remains a problem in this group against a background of vitamin D deficiency.
Complacency may arise with regard to efforts to prevent rickets in Asians because of an impression that the incidence is becoming less through natural adaptation. In 1972 vitamin D deficiency occurred in 24% of the Asian population in Glasgow, with the most severe cases occurring in adolescents, particularly girls.5 In a Rochdale Asian population a noticeable improvement has been seen in the children over the decade 1970 to 1980 but this has not occurred in the adults.6 The authors attribute some of this apparent natural adaptation to increased exposure to sunlight, but an intensive health education programme had also been instituted. The vitamin D status of the children remained inferior to that of the non-Asians and the continued vitamin D deficiency in the women of child bearing age showed a continuing need for vigilance.
It is difficult to be certain of the vitamin D status of Asians residing in countries with abundant sunshine. In some studies they would seem to have a normal range of plasma 25-hydroxyvitamin D concentrations which is significantly above that of Asians resident in Britain. 7 The women in these studies, however, had lower concentrations reflecting their state of purdah. Rickets is well recognised in malnourished children in these countries8 and biochemical rickets has been described in 33% of pregnant women in Pakistan.9
Controversy still surrounds the importance of each contributing factor leading to the development of rickets. We conclude with other workers that until there is an improvement in the vitamin D status of the Asian population in Britain, adolescents should receive supplements. This is of particular importance to the adolescent girl who may soon be embarking on child bearing. Ergocalciferol (2-5 mg) given by the oral route in the autumn to produce a sustained rise in plasma 25-hydroxyvitamin D until the springtime would seem appropriate.20
